INTRODUCTION
============

Vesicouterine fistula (VUF) is a rare condition, accounting for only 1 to 4% of all urogenital fistulas. Its incidence, however, has been increasing due to the higher incidence of cesarean sections.^(^ [@B1] ^)^ Approximately 90% of VUF cases are associated with Youssef\'s syndrome. In addition, amenorrhea and cyclic hematuria (menuria) are observed in patients who previously underwent cesarean sections. Signs and symptoms may occur soon after delivery, or they can take years to develop, and are often associated with worsening of life quality and psychological distress.^(^ [@B2] ^)^ Besides this syndrome, endometriosis, obstructed labor, tuberculosis, and malignancy are other etiologies. Diagnosis is made by cystoscopy, hysterography, or excretory urography; however, in some cases, transvaginal ultrasound, magnetic resonance imaging (MRI) or helical computerized tomography scan have a major role.^(^ [@B3] ^)^

CASE REPORT
===========

A 37-year-old G3P2 woman, with two previous cesarean section deliveries, was referred to a tertiary-level hospital because of mild pelvic pain and moderate genital bleeding for the past few days. Her last menstrual period was uncertain. Upon admission, she reported that she had been experiencing menuria since the last cesarean section, which was carried out 6 years ago. During hospitalization, she was clinically stable and her physical examination was normal.

Soon after admission, a pelvic and transvaginal ultrasonography was performed. The exam revealed a gestational sac inserted into the anterior wall of the uterus, with a living fetus inside it of approximately 13 weeks, with active body movement and normal heart rate. Gestational sac was not completely within the body cavity of the uterus, however, it had herniated into the bladder through an opening of approximately 17mm instead. The fetal abdomen, around the waist, was stuck at the opening of the fistula, so that the fetal head, trunk and upper limbs were entirely into the bladder cavity, while lower limbs remained inside the uterine cavity. A MRI was performed for better anatomical evaluation and therapeutic programming ([Figures 1](#f1){ref-type="fig"} A and B). The patient progressed with increasing pain and genital bleeding. Another ultrasound scan, performed some hours after the first exam, diagnosed fetal death, and showed the entire migration of fetus to the bladder. We proposed a laparotomy for fetal removal, an open uterine curettage, and correction of the fistula.

![A and B. Magnetic resonance imaging showing fetus partially within the maternal bladder](2317-6385-eins-17-03-eRC4570-gf01){#f1}

Laparotomy was performed and the intraoperative findings revealed the presence of a fistulous tract between the bladder and the lower uterine segment, which allowed the fetus to move into the bladder ([Figure 2](#f2){ref-type="fig"}). After opening the bladder the fetus was removed, and the uterine cavity was emptied and the fistulous tract was excised. The defects in the bladder and uterus were repaired. The postoperative period was uneventful, and she was discharged after 2 days with a bladder catheter (for more 12 days).

![Fetal cephalic pole, fetal trunk inside the bladder (which was opened)](2317-6385-eins-17-03-eRC4570-gf02){#f2}

DISCUSSION
==========

The reported case describes an ectopic pregnancy with development of part of gestational sac and fetus who moved to inside the bladder. This appears to be the second case reported in the medical literature. Although there are some reports of umbilical cord prolapse through the urethra due to VUF, laparotomy findings of a fetus inside the bladder due to spontaneous rupture of the uterus after an attempt of labor induction or unsuccessful curettage,^(^ [@B4] ^)^ only Sapre et al., attained to describe a case in which a dead fetus was found inside the urinary bladder after migration through a VUF.^(^ [@B5] ^)^

Exactly as in our case, these authors described a patient who had undergone two previous cesarean sections before the event. She presented a history of amenorrhea of approximately 10 weeks\' duration, lower abdominal pain, and 5 days of hematuria. The patient complained of cyclical hematuria with reduced menstrual flow since the last cesarean sections had been performed.

Our patient presented a history of bladder injury in the last cesarean sections. This fact shed a light on the pathophysiology of the case. Although she remained with a urinary bladder catheter for a long time after the event, she had highly suggestive symptoms of VUF, *i.e*., absent vaginal bleeding during menstrual period, but the presence of blood in the urine (menuria) instead. Despite having investigated the condition prior to her pregnancy, even with a cystoscopy examination, the fistula was not identified nor corrected. The gestation, which lead to the distention of the uterine cavity, allowed the identification of the lesion and, more importantly, its treatment.

Because of the rarity of this medical situation, the course of treatment was uncertain at first. As possibilities, hysterectomy or correction of the defect of the anterior wall of the uterus were considered. Considering that the fetus was alive at the first ultrasound examination, we thought about the possibility of trying to relocate the fetus into the uterine cavity. However, since spontaneous fetal death occurred, this approach was discarded and the treatment that was offered to the patient based on her desire of conceiving again.

[^1]: (*in memoriam*).
